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§447.46

implement an automated claims proc-
essing and information retrieval sys-
tem.

(2) The agency’s request for a waiver
must contain a written plan of correc-
tion specifying all steps it will take to
meet the requirements of this section.

(3) The Administrator will review
each case and if he approves a waiver,
will specify its expiration date, based
on the State’s capability and efforts to
meet the requirements of this section.

(f) Prepayment and postpayment claims
review. (1) For all claims, the agency
must conduct prepayment claims re-
view consisting of—

(i) Verification that the beneficiary
was included in the eligibility file and
that the provider was authorized to
furnish the service at the time the
service was furnished;

(ii) Checks that the number of visits
and services delivered are logically
consistent with the beneficiary’s char-
acteristics and circumstances, such as
type of illness, age, sex, service loca-
tion;

(iii) Verification that the claim does
not duplicate or conflict with one re-
viewed previously or currently being
reviewed;

(iv) Verification that a payment does
not exceed any reimbursement rates or
limits in the State plan; and

(v) Checks for third party liability
within the requirements of §433.137 of
this chapter.

(2) The agency must conduct post-
payment claims review that meets the
requirements of parts 455 and 456 of
this chapter, dealing with fraud and
utilization control.

(g) Reports. The agency must provide
any reports and documentation on
compliance with this section that the
Administrator may require.

(Secs. 1102 and 1902(a)(37) of the Social Secu-
rity Act (42 U.S.C. 1302, 1396a(a)(37)))

[44 FR 30344, May 25, 1979, as amended at 55
FR 1434, Jan. 16, 1990]

§447.46 Timely claims payment by
MCOs.

(a) Basis and scope. This section im-
plements section 1932(f) of the Act by
specifying the rules and exceptions for
prompt payment of claims by MCOs.

42 CFR Ch. IV (10-1-13 Edition)

(b) Definitions. ‘‘Claim” and ‘‘clean
claim” have the meaning given those
terms in §447.45.

(c) Contract requirements—(1) Basic
rule. A contract with an MCO must pro-
vide that the organization will meet
the requirements of §§447.45(d)(2) and
(d)(3), and abide by the specifications
of §§447.45(d)(5) and (d)(6).

(2) Ezception. The MCO and its pro-
viders may, by mutual agreement, es-
tablish an alternative payment sched-
ule.

(3) Alternative schedule. Any alter-
native schedule must be stipulated in
the contract.

[67 FR 41115, June 14, 2002]

COST SHARING

EFFECTIVE DATE NOTE: At 78 FR 42307, July
15, 2013, revising the undesignated center
heading was amended by revising the undes-
ignated center heading, effective Jan. 1, 2014.
For the convenience of the user, the revised
text is set forth as follows:

MEDICAID PREMIUMS AND COST SHARING

§447.50 Cost sharing: Basis and pur-
pose.

(a) Section 1902(a)(14) of the Act per-
mits States to require certain bene-
ficiaries to share some of the costs of
Medicaid by imposing upon them such
payments as enrollment fees, pre-
miums, deductibles, coinsurance, co-
payments, or similar cost sharing
charges. For States that impose cost
sharing payments, §§447.51 through
447.59 prescribe State plan require-
ments and options for cost sharing,
specify the standards and conditions
under which States may impose cost
sharing, set forth minimum amounts
and the methods for determining max-
imum amounts, and prescribe condi-
tions for FFP that relate to cost shar-
ing requirements.

(b) Definitions. For the purposes of
this subpart:

(1) Indian means any individual de-
fined at 25 USC 1603(c), 1603(f), or
1679(b), or who has been determined eli-
gible as an Indian, pursuant to §136.12
of this part. This means the individual:

(i) Is a member of a Federally-recog-
nized Indian tribe;
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(ii) Resides in an urban center and
meets one or more of the following four
criteria:

(A) Is a member of a tribe, band, or
other organized group of Indians, in-
cluding those tribes, bands, or groups
terminated since 1940 and those recog-
nized now or in the future by the State
in which they reside, or who is a de-
scendant, in the first or second degree,
of any such member;

(B) Is an HEskimo or Aleut or other
Alaska Native;

(C) Is considered by the Secretary of
the Interior to be an Indian for any
purpose; or

(D) Is determined to be an Indian
under regulations promulgated by the
Secretary;

(iii) Is considered by the Secretary of
the Interior to be an Indian for any
purpose; or

(iv) Is considered by the Secretary of
Health and Human Services to be an
Indian for purposes of eligibility for In-
dian health care services, including as
a California Indian, Eskimo, Aleut, or
other Alaska Native.

(2) Indian health care provider means a
health care program operated by the
Indian Health Service (IHS) or by an
Indian Tribe, Tribal Organization, or
Urban Indian Organization (otherwise
known as an I/T/U) as those terms are
defined in section 4 of the Indian
Health Care Improvement Act (25
U.S.C. 1603).

[43 FR 45253, Sept. 29, 1978, as amended at 75
FR 30261, May 28, 2010; 75 FR 38749, July 1,
2010]

EFFECTIVE DATE NOTE: At 78 FR 42307, July
15, 2013, §447.50 was revised, effective Jan. 1,
2014. For the convenience of the user, the re-
vised text is set forth as follows:

§447.50 Premiums and cost sharing: Basis
and purpose.

Sections 1902(a)(14), 1916 and 1916A of the
Act permit states to require certain bene-
ficiaries to share in the costs of providing
medical assistance through premiums and
cost sharing. Sections 447.52 through 447.56
specify the standards and conditions under
which states may impose such premiums and
or cost sharing.

§447.51

ENROLLMENT FEE, PREMIUM OR SIMILAR
COST SHARING CHARGE

§447.51 Requirements and options.

(a) The plan must provide that the
Medicaid agency does not impose any
enrollment fee, premium, or similar
charge for any services available under
the plan upon:

(1) Categorically needy individuals,
as defined in §§435.4 and 436.3 of this
subchapter, except for the following
populations in accordance with sec-
tions 1916(c), (d), (g), and (i) of the Act:

(i) A pregnant woman or an infant
under one year of age described in sub-
paragraph (A) or (B) of section 1902(1)(1)
of the Act, who is receiving medical as-
sistance on the basis of section
1902(a)(10)(A)({i)(IX) of the Act and
whose family income equals or exceeds
150 percent of the Federal poverty level
(FPL) applicable to a family of the size
involved;

(ii) A qualified disabled and working
individual described in section 1905(s)
of the Act whose income exceeds 150
percent of the FPL;

(iii) An individual provided medical
assistance only under section
1902(a)(10)(A){iI)N(XV) or section
1902(a)(10)(A)({i)(XVI) of the Act and
the Ticket to Work and Work Incen-
tives Improvement Act of 1999
(TWWIIA); and

(iv) A disabled child provided medical
assistance under section
1902(2)(10)(A)(ii)(XIX) of the Act in ac-
cordance with the Family Opportunity
Act; and

(2) An Indian who either is eligible to
receive or has received an item or serv-
ice furnished by an Indian health care
provider or through referral under con-
tract health services.

(b) The plan may impose an enroll-
ment fee, premium, or similar charge
on medically needy individuals, as de-
fined in §§435.4 and 436.3 of this sub-
chapter, for any services available
under the plan.

(¢c) For each charge imposed under
paragraph (a) or (b) of this section, the
plan must specify—

(1) The amount of the charge;

(2) The period of liability for the
charge; and

(3) The consequences for an indi-
vidual who does not pay.
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